three years previously-it was suggested that some of the old chocola4tecoloured blood which was now found might have been due to the latter of those two operations. The wound healed, and the patient went to term. During the remainder of the pregnancy careful dieting was necessary owing to the persistence of albuminuria and a low percentage of urea. Labour at term was spontaneous, the child was stillborn, the presentation a breech. As four out of the seven cases of hamatoma related by Dr. Russell Andrews occurred in pregnant women, I should like to raise the question of an inter-relationship between this blood-lesion and the gravid state. In two cases-the first
of, Dr. Andrews's series and the one I now refer to-there are many points of resemblance. In each there was a tender, dull swelling in the right flank, and also albuminuria and granular casts. In each a renal lesion was diagnosed. In each the tumour was adherent to the anterior abdominal wall and old blood escaped through the abdominal incision. Finally, in each case the child was born dead. In these two cases it seems quite reasonable to infer that changes occurred in the blood-stream, the nature of which was to be found in the coexistence of pregnancy. Schmorl and others have shown that in eclampsia pulmonary emboli, containing syncytial masses, have been found; and where such emboli are present local hmmorrhages result. It is evident that histological proof-i.e., the demonstration of the presence of chronic (syncytial) emboli in large parietal hmmatomata-is never likely to be forthcoming; but it seems fair to assume that these lesions are yet another example of the morbid processes which can be brought about by placental products.
Dr. ANDREWS (in reply): I think it is possible that some cases of painful swellings of the abdominal wall during pregnancy diagnosed as desmoids are really cases of heematoma of the abdominal wall. (June 8, 1916.) Ectopic Pregnancy (probably Primary Abdominal). By FREDERICK J. MCCANN, F.R.C.S. THE recent researches on the embedding of the human ovum and the definite proof of the existence of ovarian pregnancy established by quite a number of recorded examples have been the means of altering the attitude which has hitherto been adopted towards the possibility of primary abdominal pregnancy.
It is now affirmed that the ovum will embed itself in any patch of connective tissue capable of supplying its nutritional demands. That a pregnancy is primarily abdominal is difficult to prove, but it is also difficult in certain examples to disprove; for in the light of modern knowledge we can no longer cling to the old statement that " all cases are primarily tubal."
If, further, a detached ovum (and therefore a damaged ovum) can become implanted and grow on the peritoneal surface, why not a fresh ovum ? Now the situation in which this implantation would be most likely to occur is the upper part of the posterior surface of the uterus. An entirely erroneous impression of the position of the appendages is apt to be gained by a study of illustrations as well as by examination of post-mortem specimens. In the healthy living woman the tubes are curled around the ovaries, and the ovaries are in close proximity to one another and to the back of the uterus. There are, of course, variations in position within normal limits, but their close proximity is maintained and the ovaries may be actually in contact with one another as well as with the posterior surface of the uterus. It is further necessary to suppose that there has been damage to the uterine peritoneum, as the healthy peritoneum is alleged to exert a protective function. Theiie are, I fancy, few parous women who escape a microscopic if not a macroscopic damage to their peritoneal epithelium. Further the ovum has become implanted at the fimbriated extremity of the tube, on the surface of the ovary, in a Graafian follicle, and, as demonstrated by one of my own specimens, in the functionally active portion of an ovary the seat of a cystoma.' It is therefore not difficult to imagine that it may become implanted in the posterior surface of the uterus.
As a contribution towards the study of this subject let me record the following example: Dr. Huston, of Harrow, has very kindly furnished me with some facts concerning the patient's previous history which I give in his own words: "She was aged 35, and had had three confinements, all, as I understand, normal and of short duration, the last two years ago. Her menstruation ceased at the end of July, 1915. In August and September, 1915, she had an attack of meningitis, probably cerebrospinal, although the meningococcus was not found. I was first called to see her on Friday, April 28, 1916, and was informed that the 'waters' had come away the previous evening while the patient was at tea. There had been very slight labour pains, but these had passed away, and from the description it was doubtful whether they were labour pains or not. During the night the patient had been sick several times. The bowels had acted well with enema. She complained of pain in the epigastrium, but no labour pains. On examination she was found to be in fairly good general condition, colour good, pulse 96, abdomen apparently that of a woman at full term. The child could not be definitely felt by abdominal examination although there was a hard mass in the left side which suggested the head. No movements of a foetus could be felt, although she stated that she felt movements distinctly up till the preceding day. On vaginal examination the os was only enough dilated to admit the tip of one finger. No presenting part could be felt and there was no external haemorrhage."
On Saturday and Sunday her condition remained much the same, her chief complaint being epigastric pain, vomiting, and sleeplessness. On Sunday morning about two teaspoonfuls of blood had been passed per vaginiam. No decidua had been expelled.
On Monday, May 1, I was summoned to see her by Dr. Huston as her condition had become worse. She was a small, pallid, spare woman and was sitting up on a chair with her feet resting on the edge of her bed. She complained of pain in the epigastrium, and informed me she had been unable to retain any food. A monthly nurse was in attendance and all preparations had been made for her expected confinement. She was moved on to her bed with some difficulty because any attempt at movement seemed to cause considerable abdominal pain and distress.
The abdomen was much distended and there was considerable venous engorgement visible in the abdominal walls. The abdomen was extremely tender on palpation, especially on the left side over the position of the feetal head and at other points where the foetus was palpable. It was, however, difficult to make a detailed examination of the abdomen because of the extreme tenderness as well as the intestinal distension. The latter was so marked that what I took to be the transverse colon was visible and palpable, lying across the upper part of the abdomen. The outline of the uterus could not be defined as the woman at once resented any attempted pressure. The breasts were somewhat atrophied, and in appearance were not suggestive of pregnancy and no fluid could be expressed from either nipple. On vaginal examination well-marked venous distension and blue discoloration were noted. The cervix was much softened and drawn upwards, and the os uteri, about the size of a five-shilling piece, readily admitted the finger. No presenting part could be felt on vaginal examination. Bimanual examination was unsatisfactory for the reason already given.. She had an inguinal hernia on the right side and was wearing a truss. When jy-8 the truss was removed and the hernia examined there was considerable local tenderness and the hernia could not be completely reduced. From my examination I came to the conclusion that the patient was pregnant, but that the foetus was lying obliquely in a thin-walled uterus, and that her acute symptoms-distension and sickness, &c.-were due to a partial obstruction of the intestine in the hernial region. I gave directions as to feeding and ordered a sleeping draught, for she had been awake for three nights, and an enema of castor oil, turpentine, and soap and water, also recommending that if she did not improve she should be admitted into Harrow Cottage Hospital. I saw her again two days later after her admission into the hospital and found her condition somewhat improved. She had a better colour, her pulse although rapid was better filled, and as food had been withheld her sickness had ceased. Her bowels had acted well and in consequence the intestinal distension had decreased.
In the hospital she was under the care of Dr. Lambert, who had also seen her at her own home, and he agreed with me in thinking that her general condition had improved.
I made a further abdominal examination, but was still unable to define the outline of the uterus owing to the tenderness and intestinal distension. The tenderness was still most marked when pressure was made on any part of the foetus. I again advised a policy of delay, and although it occurred to my mind that the rupture of the uterus was a possibility, the history and the absence of signs of internal haemorrhage made me decide against it.
Four days later I was summoned by Dr. Lambert, who informed me that the woman had not improved and that he wished me to see her again. When I saw her she looked pinched and anxious, her pulse was 130, and she informed me she could not sleep. I again examined the abdomen and succeeded for the first time in palpating the uterus as both the abdomihial tenderness and the intestinal distension had markedly diminished. It was possible to palpate the bones of the foetal head, which imparted a curious crackling sensation to the examining fingers. Bimanually the uterus was pushed somewhat to the right side and corresponded to the size of a five months' pregnancy, and as the foetus was obviously extra-uterine, I decided to open the abdomen without further delay. For two days an offensive purulent discharge had issued from the vagina and the general condition of the patient suggested the presence of a severe toxoemia.
Operation, May 7, 1916: A free median incision was made, and as soon as the peritoneum at the upper part of the incision was opened a small quantity of black blood clot presented. On enlarging the incision the umbilical cord, of a dark slate colour, bulged into the wotind. The hand was introduced and a rapid exploration made. The foetus was grasped by the legs and withdrawn without difficulty. It was a female, apparently of full development, and the skin of the chest was beginning to peel. The uterus was at once brought up into the wound and was found to be enlarged to about the size of a five months' pregnancy with a well-developed placenta, to which the umbilical cord was attached, firmly inserted in its posterior surface slightly to the right side. As the broad ligaments on either side were free the uterus and placenta were brought into view without difficulty. A strong odour of ammonia was perceptible during the operation, suggestive of the presence of urine in the peritoneal cavity, although the amount of intraperitoneal fluid was inconsiderable. The intestines were carefully packed off with sponges and a rapid supravaginal hysterectomy performed, leaving the appendages in situ.' The placental attachment on the lower part of the uterus seemed to shrink gradually, leaving the floor of Douglas's pouch covered only by the remains of the amniotic sac. Further remnants of the amniotic sac, brownish-black in colour, were found on the posterior abdominal wall, the utero-vesical pouch, the descending and pelvic colons, the transverse colon and omentum, the ascending colon and the peritoneum lining the abdominal wall. The peritoneum was thickened and dark in colour. The abdominal incision had opened into the amniotic sac, but the sac had evidently ruptured before the operation. The membranes attached to the placenta maintained their normal colour and had fallen over its upper surface like a cover. The amniotic fluid had evidently become absorbed, there being only some dark sanious fluid in Douglas's pouch. Thus although the amniotic sac had ruptured before the operation it was not difficult to reconstruct the arrangement of parts ( fig. 1 ). Moreover, it was interesting to note that although the foetus was dead and its skin beginning to peel, yet there were no adhesions of intestine or omentum to prevent its rapid and easy extraction. The small intestine seemed to be packed away in the upper part of the abdominal cavity. Some old blood clot2 was also cleared out of the utero-vesical pouch, and as much of the amniotic sac as was readily detachable was removed. Two large 'The right tube, which was not identified, was probably incorporated with the placenta. 2The bleeding probably had its origin in a slight detachment of the placenta at its anterior border. drainage tubes were introduced into Douglas's pouch and brought out at the lower end of the wound, while a veil of gauze was inserted above the tubes to assist in isolating the area to be drained. The abdbminal wall was then closed and the dressings applied. The woman bore the operation well and her pulse became slower and better after the foetus and uterus had been removed. It was 96 at the end of her operation, whereas the average rate had lately varied between 120 and 130. Her good condition was largely due to the fact that the total blood lost during the operation probably did not amount to more than a tablespoonful. The anaesthetic was ably administered by Dr. Lambert, whilst Dr. Pennefather rendered me valuable assistance at the operation.
After-history: At my visit on the day following the operation, the woman looked better and expressed herself as feeling better. The pulserate was 98. She had had no sickness nor abdominal distension. Her tongue was dry and she complained of thirst, still her general condition was as good as could be expected after such a severe operation. On the next day her general condition was much the same. I did not see her again, but was informed on the fifth day after the operation that her condition became very bad and that she gradually sank and died. For twelve hours previous to her death she was almost maniacal, shouting and exhibiting extreme restlessness. She had had no sickness since the operation. There had been no abdominal discomfort and the bowels acted well. A post-mortem examination was not permitted.
DESCRIPTION OF THE SPECIMEN.
The specimen consists of the fcetus and placenta, together with the uterus, removed by supravaginal hysterectomy.
The fetus is a female, weighing 7 lb., and has reached full development within the abdominal cavity of the mother. The trunk and limbs are perfectly developed but the head is enlarged, suggesting early hydrocephalus. The skin of the trunk is beginning to peel and is readily separable on handling, whilst it is also undergoing colour changes, bluish-black and greenish-yellow, indicating the presence of decomposition.
The umbilical cord is normally developed and is attached to a large well-formed placenta. The attachment of the umbilical cord is excentric, being situated towards the left side. The main placental mass is perched. like a cap Qn the upper and back part of the uterus, whilst it spreads laterally outwards and still more downwards so as to hide the uterine surface completely. The main placental mass measures transversely 5 in., antero-posteriorly 3{ in., whilst the vertical measurement is 63 in.
The two layers (chorion and amnion) can be demonstrated in the membranes attached to the placenta. Owing to the peculiar arrangement Drawing, illustrating the position and relations of the foetus, placenta and membranes. A.C., ascending colon; D.C., descending colon; O., omentum; T.C., transverse colon; a., amniotic sac; P., placenta; U., uterus. of the membranes there is a part of the placenta at its lower extremity to which the amniotic sac is not attached (fig. 2 ). This part gradually shrinks away on the lower segment of the uterus posteriorly. .The appearance of the placenta is otherwise normal and it is firmly inserted on to the posterior surface of the body and fundus of the uterus. Ectopic pregnancy. Placenta and uterus, anterior view. A, umbilical cord; . B, amnion; C, placenta; H, uterine cavity; G, myomatous polypus projecting into the uterine cavity; FF, uterine wall. An oblique section from above downwards and backwards was made at the operation; this enabled the placenta to be removed uninjured. ill The uterus is enlarged and was, as stated, about the size of a five months' pregnancy, but it has contracted considerably since immersion in formalin. Its walls are about 1 in. in thickness and its cavity is widely patulous with smooth lining, and contains a fibro-adenomatous polypus about the size of a walnut springing from the postero-lateral wall on the right side ( fig. 3) . Did the polypiqs interfere with the occurrence of intra-uterine pregnancy?
Thrombotic changes had taken place in the blood-vessels, especially on the right side, which tended to diminish the hemorrhage at the operation. The uterine artery on the right -side was not identified.
REMARKS.
An historical study of the subject of abdominal pregnancy reveals the interesting fact that the older writers divide wvhat they termed ventral pregnancies into two classes, the primary and the secondary. By primary is meant that class in which the fetus is developed at once in the peritoneal cavity, while in the second class are included all those cases in which the sac, originally located in the tube or ovary, has ruptured and the escaped foetus goes on developing in the abdomen. It should further be added that they believed in the existence of ovarian pregnancy. I bave no doubt their views will be substantiated by further research and experience, as has already been accomplished by the study of ovarian pregnancy, and it will be established that, although primary abdominal pregnancy is rare, yet that it does occur in the human female.
I do not say the example here recorded is or is not a primary abdominal pregnancy, for I can neither prove it nor disprove it, but I place it on record as a contribution towards the elucidation of this subject. Let me, however, again refer to one or two points in the clinical history. With the exception of the illness at the commencement of her pregnancy the patient had no acute pain, sudden illness or fainting during the whole course of her pregnancy, and her husband informed me that she was remarkably well; and in this regard the history corresponds closely with that of the case recorded by the late Mr. J. W. Taylor in the Transactions of the Obstetrical Society for 1897. He concluded that a gradual erosion or giving way of the upper part of the tube had permitted the escape of the ovum into the abdominal cavity. In other words, his theory was made to fall into line with the views as to causation which were upheld at that time. But with our present knowledge it is equally feasible to regard his case as one of primary abdominal pregnancy, a view which is strengthened by the clinical history. The absence of abdominal illness at any time during the course of such a pregnancy, is in my opinion, strong presumptive evidence in favour of a primary abdominal implantation of the ovum. Now Dr. Huston assures me that during the illness in August and September, 1915, when he was in attendance, and which has already been mentioned in the previous history of the case here recorded, there was no suggestion of any abdominal trouble. Moreover, from a study of cinical histories it would appear that the abdominal fcetus has had a severe struggle to maintain its independent existence. It is, however, remarkable that a woman can enjoy good health during the gestational period, when the foetus is. in her abdominal cavity covered only by its amniotic sac. Some recorded examples of abdominal pregnancy speak of the foetus being free amongst the intestines. This I believe to be a faulty observation, for I should imagine that no foetus would reach its full development unless enclosed in a sac, and as the sac is as a rule opened when the abdominal cavity is opened it is easy to conclude that the foetus is lying free. Further, when the sac ruptures or the liquor amnii becomes absorbed, why do not the omentum and intestines adhere to the decaying foetus ?
When the gestation is much prolonged this adhesion has been observed, but it would appear that for a long time no adhesions are formed.
Again, what is the explanation of the rush of waters when false labour set in ? The amount was sufficient to soak the bedclothes when the woman returned to bed. Did they come through the Fallopian tube or tubes? In Taylor's case what he took to be the fimbriated end of the Fallopian tube was incorporated with the placenta, but the remainder of the tube could not be traced. I have not been able to trace any connexion between the right Fallopian tube and the placenta, but the tube on the left side was free and doubtless patent. Owing to the rapid growth of the placenta it is easy to imagine that a delicate structure like the Fallopian tube could be, so to speak, overgrown and incorporated with the placental mass, and this, I think, is worthy of consideration as an alternative to the view that the destruction has been due to tubal rupture. The ovary|'on the right side could also be identified, but it is quite possible too that this organ could be destroyed by the placental growth. The ovary was smaller than that on the left side, and was sclerosed and adhered to the broadjligament. Whether this had resulted from any interference with the ovarian circulation it is impossible to say.
The left ovary was free and of normal size, and was covered on its inner surface by the amniotic sac. The external surface of the left ovary and the fimbriated end of the left tube were outside the aminiotic sac-at least no trace of the sac was observed on them.
SURGICAL TREATMENT.
I have already recorded an example of abdominal pregnancy in which a living foetus at four and half months was successfully removed.'
The placenta was implanted in the posterior surface of the uterus, the floor of Douglas's pouch, and on the pelvic colon. Previous to the removal of the placenta the main sources of vascular supply were controlled, including a large artery coursing down the posterior surface of the uterus, and then the placenta was rapidly separated and the placental site at once plugged with gauze, the raw surface on the intestine was treated by folding in the wall of the gut and overstitching with catgut. A gauze plug was left in the pelvis and subsequently withdrawn during convalescence. Thus in dealing with the placenta two important principles should be followed: (1) To control the main vascular supply by preliminary ligature; (2) to separate the placenta rapidly.
In the case here recorded the position of the placenta was ideal as regards surgical treatment, for by means of a supravaginal hysterectomy the vascular supply was controlled and the placenta itself removed. It was the toxic condition of the patient that militated against her ultimate recovery. The advice to wait until the child is dead and the placenta thrombosed is hardly in harmony with the trend of modern surgery; moreover, the presence of infection is a serious factor which may mar the success of a future operation. I think, therefore, that if the principle of preliminary ligature of the vascular supply be properly carried out there should be little difficulty in dealing with the living placenta.
When an abdominal pregnancy is diagnosed with a living child, should we wait until the child is viable ? It is true that living children have been extracted and have survived, but there is no evidence concerning their future growth and development, and as many of the children in recorded cases have possessed deformities I believe the best practice is to operate at once as soon as the diagnosis is made.
In conclusion, it is a source of great satisfaction to find that it is from investigations made in this country that many of the interesting problems in the life-history of ectopic gestation have been unrav6lled, and that their elucidation forms a brilliant chapter in the history of British gynecology. The name of Lawson Tait will for ever stand forth as a pioneer in the surgical treatment.
BIBLIOGRAPHY.
MCCANN. Proc. Roy. Soc. Med. (Obstet. Sect.), 1913, vi, p. 229; and 1910, iii, p. 149. PARRY. " Extra-uterine Pregnancy," 1876. TAYLOR, J. W. "Extra-uterine Pregnancy," 1899. (June 8, 1916.) Acute Hepatic Toxaemias complicating Pregnancy and Labour. By JOHN PHILLIPS, M.D.
OF late years much attention has been paid to the bacterial infections of the liver, but no marked stress has been laid upon the liability of the liver, and possibly of the pancreas, to become specially infected during the pregnant condition. Moreover, no discussion on this important subject appears to have taken place at any of the meetings of this Society. The chief infections appear to be from the colon bacillus, and, less frequently possibly, from the staphylococcus and the streptococcus. There is no doubt in my own experience that the first is the most frequent; and the five cases which I have detailed below represent all my experience of this complication. In one case (Case I) a question of opinion as to whether the disease was acute yellow -atrophy or an acute ascending toxemia has arisen. The symptoms are so inuch alike that I have ventured to report this case, with post-mortem notes, somewhat fully to show the difficulty of making a certain diagnosis.
Case I.-The patient, a primigravida, aged 32, had been married nine years, but with no previous pregnancy. She had diphtheria four years previously, but it was followed by no bad sequele. Sbe was always a delicate girl and wore leg-irons when young. When first seen with Dr. Des Voeux her height was 5ft. 2' in.; she was a small, thin, but well-forilaed brunette. External pelvic
